
OHIO DEPARTMENT OF HEALTH 


246 North High Street 
Columbus; Ohio 43215 

John R. Kasich/Governor 


614/466-3543 

www.odh.ohio.gov 


Richard Hodge^Director of Health 


Nancy Voitus, Executive Director 
Catholic Charities Regional Agency 
319 W. Rayen Ave. 

Youngstown, OH 4SS02 



Dear Ms. Voitus: 

Thank you for your interest in the Choose Life Program and for your q^lication for the Choose Lifo funding. A])plication(s) was 
approved for the following county(s) in the amountCs) of: 


* Mahoning 

$2^.66 

■ Columbiana 

$240.00 

! • Trumbull 

$200.00 i 


I 


Enclosed is a copy of foe contract as was submitted. You should receive an award totaling $700.00 within the next 30 days. 

If you have any questions, please contact the Choose Life Program consultant, Marius Igwe at Mariu8.Tgwe@odh.ohio.gov or 
phone 614-466-4634. 


Sincerely, 


Richard Hodges, MPA 
Director of Health 


HEA 6413 (Rev. 8/14) 


An Equal Opportunity Employer/Provider 



OHIO DEPARTMENT OF HEALTH 



246 North High Street 
Columbus, Ohio 43215 


John R. Kasich/Governor 


614/466-3543 

www.odh.ohio.gov 


Richard Hodges/Director of Health 


Nancy Voitus 

Catholic Charities Regional Agency 
319 W. Rayen Ave., 

Youngstown, OH 44502. 



Dear Voitus: 

Thank you for your interest in the Choose Life Program and for your application for the Choose Life Funding. 
Your application has been approved for the following county(s) in the amount(s) of: 

• Mahoning $260 

• Columbiana $240 

• Trumbull $200 


Enclosed is a copy of your contract as submitted. You should receive award totaling $700 within the next 30 
days 

If you have any questions about die Choose Life Program, please contact Marius Igwe at 614-466-4634. 
Again, thank you for your interest. 


Sincerely, 


Richard Hodges 
Director of Healtii, MPA 


HEA 6413 (Rev. 8/14) 


An Equal Opportunity Employer/Provider 



OHIO DEPARTMENT OF HEALTH (ODH) 

CHOOSE LIFE FUND 
DISTRIBUTION APPLICATION 

InterMted Organizations: This application is due by June 1, 2016. Use this form to apply for 
SFY17 (July 1, 2016 to June 30, 2017) Choose Life Funds available for your county and for 
funds that may be available for contiguous counties. It is important that you completely fill in the 
requested information and include all other required documentation. An application will only be 
considered when all required documents and infbnnation has been provided by the deadline. 


I. O DH and Organiza tion Infonn atlon. 


Organization 

Catholic Charities Regional Agency 

Federal Tax ID Number 


Street Address 

:319W. Raven Ave 

Crtv. State Zip code 

rfoungstown Ohio 44502 

County of Location Providing Services 
(One Application Per Location} 

{Mahoning, Columbiana & Trumbull 1 

Address where ODH should Direct 
Payment 

jSame as above ] 

Counties of Service 

This iocation serves women /horn the foliovinng 
counttos: 

{Mahoning, Columbiana & Trumbull | 

Name of Person and Title completing application 

{Nancy Voitus, Executive Director} 

Area Code/Phone Number 

33^.744.3320 

Email 

n v6rtus®ocregional.oig 


II. By submitting this Application to ODH, Organization agrees to adhere to the 
statutory requirements for activities and use of fonds as outlined in Ohio Revised Code 
(RC) 3701.65 and rules under Ohio Administrative Code (OAC) 3701-74-01, and I oertHy 
that the Organization: 

A. Is eligible to receive Choose Life Funds as described in RC 3701.65 and OAC 3701-74- 
01 ; 

B. Is a private, nonprofit organization; 

C. Is committed to counseling pregnant women about the option of adoption; 

D. Provides services within the state of Ohio to pregnant women who are planning to place 
their children for adoption, including counseling and meeting the material needs of tiie 
women; 

E. Does not charge pregnant women for any services received; 

F. Is not involved or associated with any abortion activities, including counseling for or 
referrals to abortion clinics, providing medical abortion-related procedures, or pro¬ 
abortion advertising; 

G. Does not discriminate in its provision of any service on the basis of race, religion, color, 
marital status, national origin, handicap, gender or age. 

III. Funding available In contiguous and noncontiguous counties: Organizations may apply 

for Choose Life funds that may be available in contiguous and noncontiguous counties. The 
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Organization must certify, by signing the application, that it provides services to pregnant 
women residing in those counties that are listed in Section I of this appiication. Organization 
is eligible to receive Choose Life funds from the counties listed in Section I of this application 
if there are no eligible organization located within those counties. 

IV. For Current Choose LKs Organizations: By June 1, 2016, you must submit the following 
with this Application: 

A. One (1) of the following three (3) forms of reporting for the previous year (June 1, 2015 
to May 31, 2016) (“Acoepfable Form of Reporting”), which will be incorporated into the 
terms of this Application: 

1. An Audited Financial Statement . This audited financial statement is required if 
Organization traditionally has an audited financial statement that Is available at the 
time of application. The audited financial statement must be prepared by an 
independent Certified Public Accountant (CPA). The CPA should be familiar with 
acceptable standards. Statements must verify that the Choose Life funds were used 
as foliows: 

a) Not mora ffian sbcly percont (&]%) of the Amds ware used for die needs 

of pregnant women who are ptaming to ptaoe dieir chddren far ach^jHon or for 
die infants awaiting placement with adopdve parents, induding ckjthmg, houdng, 
medkxfcare, food, utH^s, and transported; 

b) Not more dian forty percent (40%) of the hinds were used for counsding, 
daining, or adverting; 

c) None of die funds were used /or admavstradve expenses, legal expenses, or 
capital expenditures; or 

2. Notarized Financial Statement Form . This form of reporting may be used if .the 
organization does not traditionally have an audited financial statement and to have 
one would ^ate a hardship. The statement must verify that the Choose Life Funds 
were used as fellows; 

a) Not more than sbcty percent (60%) of die hinds were used for die material needs 
of pregneard women who are planning to place their diKdren far aotopffen or for 
the infants awaif/ng placement with actopfAre parents, induding ddhing, houdng, 
medical care, food, uddies, and dan^xxtaition; 

b) Not more dian forty percent (40%) of the hmds ware used for counseling, 
training, oradverddng; 

c) None of the funds ware used for administradve expenses, legal expenses, or 
cap#a/ acpenditures; or, 

3. Expenditure Tracking Form . This form of reporting may be used if Organization does 
not traditionally have an audited financial statement and a financial statement is not 
available at the time of application. This form may be found on the ODH website or 
available upon request; and, 


4. A new Suodier Informdion Form, (if Organization has moved). 

in addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Services as directed 
at the bottom of the form. 
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All applicable forms can be found at: 

http://ohlosharBd8ervice8.ohio.gov/SupplierOpefaBons/Form8.aspx 

Assistance in completing the form(8) can be obtained directly from Ohio Shared Services by 
cailing: 1(877) 0HI0-SS1, (1-877-644-6771), or 1 (614) 338^781. 


V. For New Chooae Life Organization Applicants: By June 1,2016 submit the following: 

• One (1) original, signed W-9 form per Organization. If your Organization has 
multiple locations, please choose the location where you would pr^r a check to 
be mailed. 

In addition to returning the form with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Sen/ices as 
directed at the bottom of the form; and 

• Completed Suoi^r Infamatkm Form 

In addition to returning the fomn with this application, the Organization will also be 
required to fax, email, or mail the form directly to Ohio Shared Sen/ices as 
directed at the bottom of the form; and 

• Completed Authahation Agreement for Direct Deposit of EFT Paments form 
(cptiona/). 

If the Organization elects EFT payments over paper check payments, then in 
addition to returning the form with this application, the Organization will also be 
required to fox, email, or mail the form directly to Ohio Shared Seniices as 
directed at the bottom ^the fomn. 

All applicable forms can be found at: 

http://ohioshared8ervice8.oh io.gov/SupplierOperation8/Form8.a8Px 

Assistance in completing the form(s) can be obtained directly from Ohio Shared Services by 
cailing: 1(677) 0HI0-SS1, (1-877-644-6771). or 1 (614) 338-4781. 

VI. By June 1,2017, aff Organfoatfofia shall submit to ODH one of the three forms of reporting 
from Section Hi, above, verifying compliance with the rules regarding the use of funds 
received during the year (June 1,2016-May 30,2017). 

By my signature, I certify that I have the authority to act on behalf of the above-named 
Organization and that the information provided in this Application is true and accurate to my 
knowledge and belief. Further, by my signature, I acknowledge that I understand and 
Organization agrees that in accepting Choose Life Funds, Organization must comply with the 
terms and conditions of RC 3701.65 as set forth in this Application for the state fiscal year of 
2017 or risk the forfeiture of and be obliged to return said Choose Life Funds in the event 
Organization does not conduct itself In the manner prescribed above. 
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May 6. 2016 
Date 




Signature (person Completing Application 


Nancy Voitus. Executive Director 
[Print Name & Title] 


Application to be submitted to: 

Ohio Department of Health 
Bureau of Maternal and Child Health 
246 North High Street, 6** floor 
Columbus, OH 43215 
Attention: Marius Igwe 

Phone: 614.466.4634 

Email: Marius. lawe@odh.ohio.QQv 
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INVOICE 


Invoice #; 

0090 

Invoice Date; 

09/13/2016 

Purchase Order#: 

DOH01-0(X)0045519 

OAKS Vendor#; 

0000063099 


Bill To: Ohio Department of Health 

Remit To: Catholic Charities Regionai Agency 

Bureau of Maternal, Child and Family Health 

319 Rayen Ave 

P.Q. Box 118 

Youngstown, Ohio 44502 

Columbus, Ohio 43216 



Quantity 

Description 

Unit Cost 

Amount 

1 

Provision of Choose Life services for women who are 
considering adoption. 

1 

$ 700.00 1 


I 

1 


Program Approv$i: 





■ j ' j' 

Approval Date: : 



Grand Total 

$700.00 1 


' . ..V 

1 

! 

_1 







Purchase Order 


Dept of Health 

Supprier: 

0000063099 

CATHOLIC CHARITIES REGIONAL AGENCY 

319WRAYENAVE 

YOUNGSTOWN OH 44502 


Piyintnt Pravtolon: Tht purchiM ordtr number aultwrtslng the delivery 
of produolB or lervlcee MUST be Included on the Invoice. 


Dispatch via P rint 

Revision 

_ _ 1 ’ 

Ship Vie, 

FOB Destinati on. Prepaid . , W/A i 
Phone Currency 

JCSHHON A HUOHBS _ __ USD - 


Purchase Order 

DOHO l-0000045 519_ 

Payment Ibrms Firelghl Terms 

Net 30 _ 


Ship To; Dept of Health 
P003574 

KERNON A HUGHES 
P.O. Box 118 
(614)486-3543 
Columbus OH 43216^116 
United States 

Bill To: DeptofHealIh 
P.O. Box 116 
(614) 466-3543 
Columbus OH 43216-0118 
United States 


[UniiBh Chisrfttv tIOM __; ’ “ ‘_ “ UnItPrIcs " EatarTdedAmt Pue Paii 


1 - 1 


AMT 


Choose Life Program 


700 


700.00 


Schedule Total 




asm Total 




OOH ConiBct: Marius Igvue 614-4664634 Contracta 6026 


Total PO Amount 


7p"d.[j^ 


The Olrectar of Budget end Management oertifiee thM there Is a balance 1 

available In the appropriation not already obllgatod to pay existing obHgatlons 
in an amount at least equal to the portion of the cxmtrect, agreement, oblgetion | 
resolution or order to be peribmied In the current fiscal year. 1 _ 

By accepting this purchase order, Vbndor hereby certifies that It Is in full 
compliance wHh ORC Section 3517.13 as It relates to campaign finance oontributions. 


UepartmantHufl 


Rlchinl Hodgt,, MPA 
Dlrador of 






OHIO DEPARTMENT OF HEALTH _ 

246 North High Street 614/466-3S43 

Columbus, Ohio 43215 www.odh,ohio.gov 

John R. Kiisich/Govcrnor Richard Hodges^Direclor of I leallh 


Nancy Voitus, Executive Director 
Catiioltc Qiarities Regional Agency 
319 W. Rayen Ave. 

Youngatown, OH 4S5Q2 

Tax ID: 

Dear Ms. Voitus; 

Thank you for your interest in the Choose Lift Program and for your application for the Choose Lift fonding. Application(s) was 
approved for the following cotmty(8) in the ainount(s) of: 

* Mahoning $ 260.00 

* Columbiana S 240.00 

* Tnimbuli S 200.00 

Enclosed is a copy of the contrad as was submitted. You should receive an award totaling $700.00 within the next 30 days. 

If you have any questions, please contact the Choose Lift Program consultant, Marius Igwe at MariHs.lgwe@odh.ohio.sov or 
phone 614-466-4634. 




HEA 6413 (Rev. 8/14) 


An Equal Opportunity Employer/Provider 



